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1.0 Introduction 
 
Influenza viruses have plagued the globe for centuries. However, a pandemic occurs when a novel 
strain of the influenza virus emerges, leaving the human population vulnerable and without 
immunity. The potential impacts of an influenza pandemic can be severe both globally and locally 
in terms of lives lost, community suffering, and economic and social systems disruption. New 
diseases are, by definition, poorly understood when they emerge, and this is especially true when 
the causative agent is an influenza virus. 
 
The assumed impacts of a pandemic influenza used for planning purposes include: 

• Rapid worldwide spread: It is expected that the virus will affect all populations globally. 
Some countries and localities may be able to inhibit transmission by implementing 
community mitigation measures. 

• Healthcare systems overload: The majority of the population will have little or no immunity 
to a pandemic influenza virus. Infection and illness rates will be high and a substantial 
percent of the population will require health care where staff, facilities, equipment, supplies, 
and hospital beds may be inadequate to deal with this population. 

• Medicinal agents may be inadequate: Vaccines and antivirals, as well as other medical 
supplies will be in high demand which may result in shortages. Shortages may result in 
prioritizing populations for care. 

• Economic and social disruption: A high rate of worker absenteeism due to infection, caring 
for sick family members, and fear of exposure is likely. Travel bans, school closures, and 
cancellation of mass gatherings will also have an impact. 

 
Arizona recognizes that emergency medical services (EMS) will likely be overwhelmed during an 
influenza pandemic and has developed this Statewide EMS Pandemic Influenza Plan (SEPIP) to 
address the associated EMS demands. The goal of this plan is to provide a framework for 
Arizona’s statewide EMS system to optimize the delivery of emergency care and 9-1-1 services 
and to ensure that the role of EMS in preparing for, mitigating, and responding to a pandemic 
influenza is well defined. The operational processes identified in this plan ensure that EMS 
providers will:  

• Have access to up-to-the-minute information about the nature, scope and potential of the 
incident.  

• Understand the regulatory requirements/relaxations for each provider type under specific 
pandemic scenarios.  

• Comprehend the additional scope of practice, treatment modalities, transport modalities, and 
medical direction strategies associated with mass-care situations.  

• Clearly understand their role within the broader public health and health care systems.  
 
The SEPIP, in combination with the Arizona State 9-1-1 and Public Safety Answering Point 
Pandemic Influenza Preparedness Plan, are integrated appendices to the Arizona Pandemic 
Influenza Operational Plan. 

 
1.1 Overview of the Bureau of Emergency Medical Services and Trauma System  
 
The Arizona Department of Health Services (ADHS) Bureau of Emergency Medical Services and 
Trauma Systems (BEMSTS) mission is to protect the health and safety of people requiring 
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emergency medical services; promote improvements in Arizona's EMS and trauma system through 
research and education of the public and EMS providers; and provide courteous, professional and 
responsible service to the public and EMS providers.  

 
In addition to providing oversight of regional councils, BEMSTS has three statutorily identified 
committees that are charged with developing, reviewing and approving protocols; developing and 
commenting on proposed regulatory changes; and, participating in quality assurance activities for 
BEMSTS. Each council has one or more subcommittees. These councils are:  

• Emergency Medical Services Council  
• Medical Direction Commission  
• State Trauma Advisory Board  

 
BEMSTS is the lead regulatory authority for:  

• EMT training programs • Advanced life support base hospitals 
• Trauma center designation • Air ambulance licensing 
• Emergency Medical Technicians (EMT) 

certification  
• Ground ambulance licensing 

 
BEMSTS and the Bureau of Public Health Emergency Preparedness (PHEP) staff have developed 
this plan in accordance with US DOT’s EMS Pandemic Influenza Guidelines and the most current 
guidance documents provided by the Centers for Disease Control and Prevention (CDC) and the 
World Health Organization (WHO) in response to the 2009 H1N1 pandemic influenza. 
 

BEMSTS funds and oversees four regional EMS 
Councils (see map). These are the same regions as the 
Region Public Health Preparedness Committees used 
by the Bureau of Public Health Emergency 
Preparedness. BEMSTS works with each regional 
council to facilitate planning, training, equipment, 
grant funding, data collection, protocol development, 
and needs assessments. Each regional council is 
established as a 501(C) 3 entity:  

1. Arizona Emergency Medical Systems (AEMS) 
covers all of Maricopa and most of Pinal and 
Gila Counties.  

2. Northern Arizona Emergency Medical 
Services (NAEMS) covers Yavapai, Coconino, 
Navajo, Apache and a very small portion of 
upper Gila County.  

3. Southeastern Arizona EMS Council (SAEMS) 
covers Pima, Santa Cruz, Cochise, Graham, 
Greenlee, and a small portion of Pinal and Gila 
Counties.  

4. Western Arizona Council of EMS (WACEMS) 
covers Mohave, La Paz, and Yuma Counties.  
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To facilitate development and early adoption of the SEPIP, BEMSTS created a Disaster 
Preparedness subcommittee within the Emergency Medical Services Council. The Disaster 
Preparedness subcommittee meets quarterly to discuss EMS’s role and responsibility during a 
disaster and reviews and suggests changes in the various drafts of the SEPIP. This is to ensure the 
product has a reasonable and achievable scope and content, and that the product addresses the 
needs of Arizona’s demographically and geographically diverse state. Additionally, the PHEP is 
involved in the development of the SEPIP to ensure that important concepts and capabilities that 
are used in the broader statewide operations plan are carried forward into the SEPIP. These include 
direct coordination with the State’s Community Containment Plan and Alternate Care Site Plan. 
 
1.2 Activation of the Plan  
 
The Governor, in consultation with State and Federal officials, is responsible for declaring a state 
of emergency∗. This action will trigger a cascade of events within the State of Arizona, one of 
which will be the activation of the Statewide Emergency Operations Center (SEOC). The SEOC 
utilizes a NIMS endorsed Multi-Agency Coordinating System (MACS) and is maintained and 
operated by the Arizona Department of Emergency and Military Affairs (DEMA) to coordinate 
state response and support. The SEOC is staffed with DEMA personnel and representatives from 
the activated Emergency Support Functions, or ESF(s), primary and/or support agencies as 
dictated by the incident. It serves as the initial point-of-contact for affected county governments, 
state response support agencies, public inquiry, and the media regarding State response activities.  
 
During a public health emergency, whether a governor declared state of emergency or not, the 
ADHS Health Emergency Operations Center (HEOC) may be activated. The HEOC is the incident 
command center for ADHS and will utilize standard National Incident Management System 
(NIMS) and Incident Command System (ICS) standards to ensure interoperability between various 
local, state, and federal agencies. The primary functions of the HEOC are to: 

• Coordinate public health response activities with federal, state, and local agencies 
• Deploy resources and staff for response activities as necessary 
• Provide epidemiologic or other health-related information to other agencies for decision 

making and public information dissemination 
 
1.3 Communication of Real Time Information 
 
The statewide mechanism for communicating pandemic influenza updates to each local EMS 
provider will be made by the BEMSTS Bureau Chief or his/her designee at the HEOC to the 
Arizona Division of Emergency Management (ADEM) through the pathways illustrated below 
(see Figures 1 and 2). Information is delivered to local EMS/PSAPs via the pathway illustrated in 
Figure 1 once the SEOC has been activated. If the SEOC is not activated, updates of real time 
information to the EMS community, including medical directors, EMS agencies, and PSAP, will 
be communicated through professional organizations and listserv groups maintained by the 
BEMSTS, as illustrated in Figure 2. 
 
 

                                                 
∗ Note: In the absence of a declaration of emergency, many of the components of this plan can be placed into 
operation, as evidenced by the 2009 Novel H1N1 activities. 
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Figure 1: ADHS Communications Pathway to EMS Agencies When SEOC IS Activated 
 

 
 
Figure 2: ADHS Communications Pathway to EMS Agencies When SEOC IS NOT 
Activated 

 
 
Email notifications of emergency conference calls hosted by ADHS are released to each county’s 
health and emergency management departments through pre-establish listserv groups. The 
directory for individual EMS agencies and providers is located in Appendix 6 of this plan. The 
ADHS and ADEM websites will be continuously updated with fact sheets and relevant links as 
new information regarding the pandemic event is released from the CDC. This includes 
information on the current status of the pandemic, clinical standards, treatment protocols, and just-
in-time training. The current communication capabilities include:  

• Medical Directors Listserv: BEMSTS maintains a database of contact information for each 
medical director serving ambulance services, EMS training programs and EMS Base 
hospitals in the State. A listserv communication platform allows the BEMSTS to distribute e-
mails and attachments directly to these physicians.  

 
• Ambulance Service Listserv: BEMSTS maintains a database of contact information for 

each ambulance service (air and ground) providing service in the State. A point of contact 
has been identified for each service that is typically the manager, owner, or service chief. 
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AZ Fire Chief’s Assn. 
AZ Fire District Assn. 
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Holders 
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(Emergency Management) 

Local EOC Local Tribal EOC (if 
available) 
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AZ Hospital Assn. 

 

AZ Fire Chief’s Assn. 
AZ Fire District Assn. 
 

AZ Medical Directors 
 

All Certificate of Necessity 
(CON) Holders 
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These individuals are entered into a listserv communication platform that allows the 
BEMSTS to distribute e-mails and attachments directly to these individuals.  

 
• EMS Regional Councils: There are currently four regional EMS councils which assist in 

coordinating a regional emergency medical and trauma services system within a regional 
planning area. These regional EMS councils encourage integration and collaboration of all 
groups, agencies, and organizations involved with providing emergency medical and trauma 
services to optimize emergency medical care within the region. Additionally, each council 
assists in communicating messages from BEMSTS to their membership, including current 
and new Medical Directors. Local standing orders and protocols are regionalized and are 
available on the council’s websites.  

1. AEMS, Arizona Emergency Medical Systems, Inc. 
http://www.aems.org 

2. NAEMS, Northern Arizona Emergency Medical Services 
http://www.naems.org 

3. SAEMS, Southeastern Arizona Emergency Medical Services Council 
http://www.saems.net/ 

4. WACEMS, Western Arizona Council of Emergency Medical Services 
http://www.wacems.org 

 
• EMSystem: The Web-based EMSystem is a platform with packages that allow for 

distributive messaging, queries and monitoring of health care entities. All major 9-1-1 
communications systems, hospitals, county health department and each EMS region, 
including EMS and trauma providers can access this system.  

o EMResource: This package is used on a daily basis to describe hospital emergency 
department diversion and patient volume status, determine rotor wing ambulance 
availability, and to distribute health alert messaging, including notifications of mass 
casualty events. 

o HaveaBed: This package is used to query hospitals on capabilities to care for patients 
by evaluating staffing, equipment, and bed availability 

 
• Health Alert Network (HAN): HAN messaging is a web-based system to initiate the 

distribution of public health alerts. The system can distribute information by email, phone, 
text-pager, or fax. In addition, the system utilizes text-to-speech capability, that will read 
back typed information over the phone. This system is utilized for information dissemination 
to public health responders and stakeholders. In addition, this system supports 
teleconference-bridging capability for conference call meetings. The system is able to alert 
over three thousand people from partner agencies.  

 
HAN was developed as part of the efforts to enhance the public health response capabilities 
for the State of Arizona was designed around 6 major objectives: 

1. Redundant Communications: Develop systems that add redundancy as well as daily 
use, without duplication of existing response systems. 

2. Integrated Development: No stand alone systems. All development is integrated 
within public health and with other response partners. 

3. Secure Communications: Recognize the need for secure communications within the 
public health community. 
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4. Outreach: Recognize and aid communications with public audiences for response 
efforts and risk communication. 

5. Collaboration: Facilitate statewide collaboration for public health preparedness in 
areas of planning and information sharing. 

6. Response Needs: Prepare for varied levels of scaled public health response with the 
development of tracking systems and alternative communication mechanisms. 

 
• Medical Electronic Disease Surveillance and Intelligence System (MEDSIS): As part of 

the efforts to detect and respond to an outbreak of infectious disease, the State of Arizona, 
ADHS and County Health Departments have developed this web-based application to 
electronically capture disease information from Arizona hospitals and clinical laboratories. 
Implementation of this application has shortened reporting lag time, facilitates secure data 
sharing between the state and County Health Departments, and decreases the burden on 
reporting sources. 

 
The design and functionality of this application meets the Federal standards and is scalable 
and flexible to meet changing disease surveillance needs, such as a newly identified disease. 
MEDSIS is a statewide system hosted and supported by ADHS for use by local health 
departments, and individuals and institutions responsible for reporting communicable 
diseases. Participating institutions will electronically transmit daily laboratory test and result 
information to MEDSIS, which are immediately available to County Health Departments. 
This will eliminate transcription and entry of these reports. 

 
MEDSIS is integrated into the SIREN and thus takes advantage of alerting capabilities, email 
communications, data transmission services, the public health directory and the system 
security. An alert can be emailed or telephoned if the incidence of a disease exceeds a preset 
threshold. 

 
• Secure Integrated Response Electronic Notification System (SIREN): SIREN is both a 

system’s architecture to support web-based applications (like MEDSIS, HAN messaging, and 
email, etc.) and supports Arizona’s secure Public Health Preparedness Portal. These secure 
portal spaces represent a virtual emergency operations center. Similarly, the system supports 
a secure online collaborative portal for sharing of information between local health 
jurisdictions and across the Mexico border. The system currently has over 2500 users 
statewide and will continue to support a number of applications integral to working with 
hospitals and first responder partners. These include EMSystem, MEDSIS, and the upcoming 
pharmaceutical cache inventory and tracking system. 

 
• ADHS website (azdhs.gov): The ADHS website, available to anyone with internet access, 

will also be utilized to host important information for the public, healthcare providers and 
health departments.  During the 2009 Novel H1N1 event, this site served as a library for 
important communications about status, prevention and care resources for the public and 
providers related to the outbreak. 

 
2.0 Training and Education for EMS Personnel 
 
EMS personnel statewide have been involved in pre-pandemic training as part of a biannual 
refresher for EMT certification. All EMTs are required to receive training on the National 
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Standard Curriculum Body Substance Isolation and Universal Precautions. This training provides 
the applicable infection control procedures during a pandemic influenza event.  
 
2.1 Just-in-Time Training 
 
Prior to a pandemic event, EMS personnel and stakeholders will be involved in pandemic 
readiness exercises as they are developed and introduced to the preparedness community. Just-in-
time training and education are developed and administered by each EMS agency, regional council 
or County’s Medical Director, who establishes and maintains emergency medical dispatch (EMD) 
guidance. These just-in-time training materials will be updated to reflect the most up-to-date 
information and then modified for statewide use. 
 
Several platforms will be utilized to provide just-in-time training for EMS personnel as the most 
recent information regarding the pandemic and the emerging viral strain becomes available. Just-
in-time trainings will be modeled after the CDC EMS and Non-Emergent (Medical) Transport 
Organizations Pandemic Influenza Planning Checklist located in Appendix 5 and will be available 
through the following communication outlets: SIREN, EMSystem, HAN, and each regional 
council’s website.  
 
Volunteers enrolled in the Arizona Emergency System for Advance Registration of Volunteer 
Health Professionals (ESAR-VHP) program may acquire in-advance disaster and emergency 
preparedness training courses through the Arizona Department of Health Services, University of 
Arizona Critical Response and Emergency System Training (CREST), Arizona Division of 
Emergency Management, Medical Reserve Corps (MRC) Units, Citizen Corps Programs and the 
Federal Emergency Management Agency Institute and Independent Study courses. Additional 
courses may be required for some volunteers with specific and more complex disaster response 
roles. At the time of the disaster, each volunteer will receive appropriate just-in-time training to 
prepare them for a safe and effective response. Volunteers are also encouraged to participate in 
disaster response drills and exercises conducted by hospitals, communities, state and local 
Department’s of Public Health and Emergency Management and other organizations around the 
state that evaluate emergency management plans and protocols. 
 
2.2 Exercises and Drills 
 
A statewide program for pre-pandemic exercises and drills to prepare EMS personnel has been 
implemented by BEMSTS under the leadership of the PHEP Exercise Coordination Team. These 
regularly coordinated exercises involve the pre-hospital community to ensure that the goals of the 
pre-pandemic planning process are achieved. ADHS envisions conducting two exercises based on 
existing EMS Regional Plans, followed by two more regional exercises and one statewide exercise 
the following year. BEMSTS and the PHEP will conduct after action briefings and will continue to 
revise not only the exercise strategy, but will edit this plan based upon lessons learned during the 
exercises.  
 
The following is addressed in exercises and drills to ensure that EMS agencies understand their 
roles in responding to an influenza pandemic: 

• Drills are coordinated with local public health and emergency management agencies. 
• Pre-pandemic exercises are able to test just-in-time training. 
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• Exercises incorporate NIMS principles to ensure that all participants are comfortable with the 
system and language. 

• Integrate best practices or lessons learned during previous pandemic wave.  
• Prepare after action reports. 

 
Upon completion of an exercise and after action reports, this plan will be revised to reflect lessons 
learned, completed corrective actions, and best practices. As described above, BEMSTS will seek 
assistance from the PHEP Exercise Coordination Team to ensure that this process is coordinated in 
an objective fashion and is consistent with the exercise activities of the broader Arizona Pandemic 
Influenza Operational Plan. 
 
2.3 After Action Reports 
 
Arizona has implemented a policy of following the Homeland Security Exercise and Evaluation 
Program (HSEEP) guidelines with regard to after action reports. Strict guidelines are in place for 
the finalization of after action reports (60 days), improvement plans and corrective actions. 
Corrective actions are always assigned to a specific section, organization, or role within the public 
health/healthcare system with a definitive date for the implementation of a specific corrective 
action.  
 
After action reports will be completed by the responding agency with jurisdictional authority to 
ensure the integration of best practices or lessons learned during the previous pandemic wave. The 
HSEEP model provides a standardized methodology (template) for after action report development 
and improvement planning. The templates are used for all emergency preparedness and response 
exercises and responses to real events at local, regional, and state levels. Additionally, all 
emergency response partners are strongly encouraged to utilize compliant templates and 
improvement planning techniques. The State continues to foster a supportive relationship with the 
preparedness community, aiding in the development of compliant documentation which helps to 
ensure consistent planning, execution, and improvement planning for all emergency response-
related events and exercises in the state. The ADHS PHEP exercise team is on hand to assist all 
agencies with after action reports. 
 
3.0 Business Continuity for Pre-Hospital Providers 
 
A significant surge in 9-1-1 calls is expected to occur during a pandemic influenza crisis and it is 
likely that EMS requests for assistance will be on the rise. Maintaining continuity of routine EMS 
operations during an influenza pandemic must be adequately addressed, as the community will 
continue to require emergency medical assistance, including acute and chronic care that may be 
unrelated to influenza. BEMSTS maintains a Continuity of Operations Plan that will be activated 
in the event of a pandemic influenza. 
 
3.1 Maintaining Day-to-Day Response 
 
Persons with medical conditions unrelated to influenza will continue to require emergency, acute, 
and chronic care. This includes EMS transportation, treatment, and triage. In order to continue to 
provide optimal care to the community at large, EMS agencies will continue to use the established 
Incident Command System for their region. Procedures for the use of alternate methods, such as 
call centers, have been established to reduce the demands on EMS resources. Dispatch procedures 
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and treatment and transport protocols will be modified by EMS medical directors and public health 
authorities, as indicated by the CDC, as the most current situational information about the 
pandemic becomes available (see Figures 1, 2 & 3 in Appendix 3 of this plan). 
 
3.2 Plans to Augment the Local EMS Workforce  
 
In the event of a pandemic influenza event, a number of factors (illness, absenteeism, death, etc.) 
will decrease the healthcare provider pool across the state. However, Arizona may be somewhat 
less affected than other rural states because of a higher proportion of professional EMTs in the 
workforce. Arizona is prepared to augment the EMS workforce through the following 
mechanisms: 

• Temporary licensure of EMS providers from other jurisdictions. 
• Innovate mechanisms to rapidly recruit, train, and license new EMS providers. 
• Consider non-traditional system configurations and alternate staffing configurations. 
• Utilize of retired EMS and healthcare personnel. 
• Coordinate with local Medical Reserve Corps (MRC), Community Emergency Response 

Teams (CERT), or cross staffing between EMS, healthcare and other sectors. 
• Proactively determine competencies and bridge courses from other professions and levels of 

EMS licensure. 
• Temporarily modify licensure and credentialing procedures to meet the exigencies of the 

situation while assuring public health and safety. 
• Engage temporary workers, contractors and recent retirees, and/or cross-training the existing 

workforce. 
 
In anticipation of events which may require in-state or out-of-state deployment of Arizona’s EMS 
workforce, BEMSTS works closely with the PHEP to assure that EMS personnel interested in 
participating in local, regional, state and national response activities have registered their contact 
information with the Arizona Emergency System for Advance Registration of Volunteer Health 
Professionals (ESAR-VHP) database file sharing program.  
 
AZ-ESAR-VHP is a registry for all Arizona health professionals, including individual/independent 
health professionals; active, inactive or retired practitioners; students enrolled in a health-related 
curriculum; and health professionals already affiliated with a volunteer organization (e.g., Medical 
Reserve Corps, Disaster Medical Assistant Teams and American Red Cross). For those who are 
selected to participate, their information becomes part of a central, confidential database that can 
be accessed by participating acute care hospitals, community clinics, emergency response teams 
and emergency management agencies during a large-scale disaster or public health emergency. 
Should the need arise, appropriate pre-credentialed volunteers will be contacted by phone, pager, 
e-mail, etc. and asked to deploy.  
 
The EMCredential may also serve as tool and means to communicate a federal, state or local 
requests to recruit and assemble professional volunteer healthcare providers and medical response 
teams to serve jurisdictions, hospitals, clinics, and health departments impacted by a public health 
crisis or disaster incident. Staffing, licensing, and timeframe options for the pandemic environment 
will include information on how and where providers will be notified of up-to-date information 
pertaining to maintaining an adequate workforce that is specific to the pandemic event.  
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The Arizona Fire Chief’s Association Fire Service Mutual Aid System Local Dispatch and 
Activation Guidelines detail how fire service mutual aid resources are utilized when local 
capabilities become exhausted. The system allows local dispatch centers the capability to 
coordinate additional resources locally, regionally, and statewide through Operational Area, 
Regional, and State Coordination Centers as a major emergency escalates. 
 
3.3 Availability of Supplementary EMS Equipment and Supplies 
 
Regional caches, comprised of medical equipment and supplies, are assembled and maintained in 
the (4) four Arizona preparedness regions to augment and support response efforts until other State 
and Federal assets are available. The caches support medical needs of both first responders and 
patients within Arizona and EMS Preparedness Regional mutual aid partners. The logistics, such 
as storage considerations, transportation, security, etc., and the inventory of supplies are 
maintained under the current ADHS Alternate Care Site (ACS) and Strategic National Stockpile 
(SNS) Plans. Additionally, the Arizona Metropolitan Medical Response System (MMRS) 
maintains large caches of medical equipment and supplies for use during a public health 
emergency. Each county maintains caches of medical equipment and supplies available for use as 
well. 
 
Arizona is a signatory to the Emergency Management Assistance Compact (EMAC) addressed by 
Arizona Revised Statutes (ARS) §26-402. This compact allows Arizona to share resources with 
and receive assistance from neighboring states in the event that Arizona’s capabilities are 
overwhelmed by an incident. It also contains a provision for lending resources or assistance to 
other states, such as sending law enforcement, emergency management, and fire fighting 
resources. 
  
Additionally, statewide interagency Memoranda of Agreements (MOAs), such as the Arizona 
Mutual Aid Compact, are in place with neighboring jurisdictions. Contracting authority for 
political subdivisions of Arizona for this Compact is based upon A.R.S. § 26-308 which provides 
that each county and incorporated city and town of the State may appropriate and expend funds, 
make contracts and obtain and distribute equipment, materials and supplies for emergency 
management purposes. Tribal contracting authority will be in accordance with each Tribe’s laws. 
 
3.4 Interoperability of EMS Systems 
 
Arizona has a strong regional EMS structure that has established relationships with the provider 
community of their region, enabling rapid and reliable communications and an understanding of 
the capabilities and needs of the region. Interoperable communications systems among EMS, 9-1-
1, Emergency Management, Public Safety, Public Health and Health Care Agencies are effective 
and reliable. Currently, EMS agencies are served statewide by a combination of UHF and VHF 
frequencies. The Phoenix metropolitan area is using to an 800 MHz system, which is tested daily. 
At present, no single radio platform is able to provide border-to-border coverage. Channels, 
bandwidth, and frequency details are specified in the Arizona Interagency Radio System Plan and 
Appendix 8 of this document, the Arizona Mutual Aid and Interoperability Channels Programming 
Guide.  
 
The Arizona Interagency Radio System (AIRS) provides interoperable communications capability 
to first responders of police, fire, and EMS agencies, as well as other personnel of municipal, 
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county, state, tribal, federal agencies and approved non-governmental organizations performing 
public safety activities. This system operates on designated interoperability frequencies. These 
radio frequencies are to be used in the event of a multi-jurisdictional operation requiring the use of 
the common state radio channel(s), specifically for the use of coordinating activities during 
identified incidents. The Arizona Statewide Communications Interoperability Plan (SCIP) serves 
as a detailed reference for all public safety officials by describing the status of statewide 
interoperable radio communications in Arizona.  
 
Redundant communication systems procedures are established in preparation if landlines, fax 
machines, cellular phones, and paging systems become inoperable. Redundancy systems available 
include: 

• Emergency Medical Systems Communications (EMSCOM), which is used daily for 
interagency operations 

• 800 MHz radio system 
• Radio Amateur Civil Emergency Services (RACES) 
• Satellite telephones and intranet 
• Telemedicine network  

 
4.0 Workforce Protection 
 
The EMS workforce will undoubtedly be at risk of repeated exposures to pandemic influenza. To 
lessen the threat of EMS workers contracting and transmitting influenza to co-workers, patients, 
and their families, workforce protection is a planning priority. Several strategies to assist with the 
protection of the EMS and 9-1-1 workforce and their families include: 

• Infection control/decontamination, personal hygiene, PPE, social distancing 
• Vaccines and antivirals 
• Isolation and quarantine & internal medical surveillance 
• Labor representatives, including mental health and support for families 

 
When feasible, EMS agencies should consider telecommuting. To estimate the potential number of 
days lost from work due to a pandemic influenza, FluWorkLoss is a CDC tool available at 
http://www.cdc.gov/flu/tools/fluworkloss/. 
 
4.1 Recommendations for Basic Infection Control and Decontamination Procedures  
 
Infection control and decontamination measures are essential components to daily EMS activities 
to reduce the transmission of infectious diseases and other pathogens. BEMSTS, through a variety 
of communications platforms, ensures that the most up-to-date infection control procedures are 
made available to the provider community. As part of a biannual refresher for EMT certification, 
all EMTs receive training on the National Standard Curriculum Body Substance Isolation and 
Universal Precautions and annual Bloodborne Pathogens refresher training. This training provides 
the applicable infection control procedures during a pandemic influenza event.  
 
Disinfection techniques for EMS transport vehicles are outlined in Appendix 4 of this document. 
Specific infection control and decontamination procedures, such as hand washing, respiratory 
hygiene/cough etiquette, and personal protective equipment suggestions, are also outlined in 
Appendix 4.  
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A screening checklist to identify and treat potentially infectious patients is located and Appendix 
3, Figure 6 of this plan to ensure that proper infection control and personal protective equipment 
are utilized (i.e., eye protection, gloves, N95 respirators for providers and masks for patients, 
gowns, hand disinfectant, disposable tissues, and containment of contaminated materials that may 
require biohazard waste disposal containers). However, office or administrative personnel should 
also implement infection control and social distancing measures. Infection control can include 
decontaminating work surfaces, such as desktops, shared office equipment, telephones, keyboards, 
etc. Social distancing should reduce close person-to-person contact and can include efforts such as 
spacing people farther apart and tele-working/conferencing when feasible, etc. 
 
4.2 Vaccines and Antiviral Medication for EMS Personnel  
 
EMS is a component of the Nation’s critical infrastructure. Without a healthy EMS workforce, 
emergency services and response will be crippled. During all phases of a pandemic, the US 
Department of Health and Human Services (US DHHS) and US Department of Homeland Security 
(US DHS) have identified EMS personnel (including supporting personnel and family members) 
as part of the high priority group (Level A) for receiving the pandemic influenza vaccine once it 
becomes available. Arizona will adopt the Federal Guidance on Allocating and Targeting 
Pandemic Influenza Vaccine in order to establish priority groups for administering vaccines to the 
State’s population. Additionally, the State of Arizona will establish a Vaccine and Antiviral 
Prioritization Policy Committee (VAPPC) that will have oversight of the effectiveness of the 
implemented distribution strategies. Establishing priority groups and distributing antivirasl and 
vaccines is also addressed in the Arizona Pandemic Influenza Response Plan dated June 2006 and 
is outlined in the Arizona Mass Vaccination Plan Appendix of the 2008 Arizona State Emergency 
Operations Plan. 
 
Vaccination is one of the most effective ways to minimize suffering and death from influenza. It is 
unlikely, however, that a well-matched pandemic strain vaccine will be available during the first 
six to nine months for mass distribution in the event of pandemic influenza. In addition, it is 
unknown if the currently available antiviral medications will be effective against a novel pandemic 
virus. The Arizona Mass Vaccination Clinic and Antiviral Medication Distribution Plans outline 
Arizona’s planning efforts. Once the ADHS Antiviral Distribution Plan is activated, antiviral drugs 
will be distributed to pre-determined priority groups for diagnosed cases of influenza only. Mass 
vaccination strategies during a pandemic also rely on priority groups and can only be instituted as 
the specific strain of influenza has been identified and vaccines become available. 
 
4.3 Isolation and Quarantine of EMS Personnel  
 
Isolation and quarantine are effective mitigation strategies to prevent transmission of disease by 
separating ill and exposed individuals from those who have not yet been exposed. EMS agencies 
should plan for isolation and quarantine provisions for staff that have been exposed to pandemic 
influenza or have become ill. 
 
It is suggested that medical surveillance of EMS personnel occur at each job site daily. 
Temperature readings and a brief diagnosis of potential symptoms should be undertaken by 
responders and support personnel at the beginning of each shift. If symptoms exhibit potential flu-
like indications (as noted in Appendix 3, Figure 6), the employee should return home or relocate to 
alternate temporary living quarters. Provisions for off-duty EMS personnel to have alternative 
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housing arrangements during a pandemic should also be considered. Alternative housing 
arrangement may be used to protect the provider from infecting family members or vice versa.  
Isolation is a standard public health practice applied to persons who have a communicable disease. 
Isolation of pandemic influenza patients may prevent transmission of the disease by separating ill 
persons from those who have not yet been exposed. Quarantine is a contact management strategy 
that separates individuals who have been exposed to infection but are not yet ill from others who 
have not been exposed to the transmissible infection; quarantine may be voluntary or mandatory. 
Persons who become ill may shed virus and can transmit infection for one-half to one day before 
the onset of illness. Viral shedding and the risk for transmission will be greatest during the first 
two days of illness. 
 
EMS employees who have been exposed to pandemic influenza or are suspected to be ill should 
not come into work when ill with a febrile respiratory illness. Attendance policies should be 
amended to support this expectation. Additionally, EMS and 9-1-1 agencies should collaborate 
with occupational health and public health officials to establish policies on when a previously ill 
person is no longer infectious and can return to work after illness.  
 
4.4 Support Services for EMS Personnel and Their Families  
 
The impact of a pandemic influenza outbreak will undoubtedly contribute to psychological stress 
for EMS personnel and their families. The effectiveness of this workforce will partially be 
addressed through social support services. State recovery assistance, both public and individual, is 
coordinated from the ADEM State Recovery Office and directed by the Recovery and Mitigation 
Annex (ESF 14) to the SERRP. When individuals and families are impacted by an emergency or 
disaster in Arizona, ADEM works with a multitude of government, non-profit, volunteer and faith-
based agencies/organizations to assist in recovery and to maximize individual/family knowledge of 
and access to services/resources and assist service/benefit providers in coordinating delivery, 
communication, and preventing duplication of benefits. Assistance can include shelter, temporary 
housing, financial support, food, essential personal care needs, emergency first aid and 
physical/mental health support. 
 
Through the Division of Behavioral Health Services (DBHS), the lead agency for the development 
and coordination of state behavioral health emergency/disaster response plans and services, ADHS 
supports the needs of first responders (and their families) and state employees who respond to 
disasters. These individuals may participate in the Critical Incident Stress Management (CISM) 
training offered by DBHS. First responders and state employees are given information on how to 
obtain ongoing behavioral health services when needed and also have access to Employee 
Assistance Programs for themselves and their families. 
 
With a state declared emergency, ADHS DBHS responds to the needs of the public with existing 
resources as guided by ARS §35-173 and §36-502. With a presidential declaration, ADHS and ADEM 
will apply for and attain federal grants to fund immediate crisis counseling needs of the population 
suffering from the emergency or disaster as well as grants to fund ongoing behavioral health and 
substance abuse service needs during the response and recovery phases. 
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5.0 Role of EMS in Community Surveillance and Mitigation 
 
Although some Arizona county’s EMS departments voluntarily report flu-like symptoms to their 
county health departments, BEMSTS has no plans to implement a real-time disease surveillance 
capability based upon EMS data. Rather, BEMSTS intends to focus its efforts on out-bound 
information distribution to ensure that in the event of a mass-care event, the provider community 
has up-to-date information on resource availability, treatment strategies, alternate care facilities, 
etc. The flow of surveillance information will at first stem from the hospitals who receive patients 
from many different EMS agencies and from the ADHS Office of Infectious Disease Services 
(OIDS).  
 
While ongoing disease surveillance has not been established between the OIDS and 
BEMSTS/EMS agencies, there have been some collaborative efforts in the past. Weekly 
surveillance reports, such as the number of flu-related hospital runs, during past influenza seasons, 
from BEMSTS to OIDS will be considered.  

 
It is important to note that the realities of the demographic and geographic characteristics of 
Arizona may result in some variance from national guidelines. The 2008 ADHS Non-
pharmaceutical Interventions Community Containment Plan for Pandemic Influenza outlines the 
methods of intervention: isolation and treatment, quarantine, child social distancing, and adult 
social distancing. Because the characteristics of a pandemic influenza event will vary (severity, 
transmission, morbidity, mortality), how EMS personnel will assist in community mitigation 
strategies, such as targeted layer containment, will vary. How long the given interventions will 
remain in place will also depend on the declared severity of the event. The timing and duration of 
these community mitigation interventions are outlined in Appendix 2. 
 
5.1 Public Health Risk Communication 
 
Many EMS agencies in Arizona serve rural communities, and in the event of pandemic influenza, 
ADHS anticipates their actions will be mostly aimed at the dissemination of appropriate 
information and the coordination of health care resources. EMS responders will only be able to 
handle immediate emergencies. Therefore, the public will be either transferred to or instructed to 
call the state or county health department’s public health hotline, or access the ADHS website 
when appropriate, for community containment measures, including: 

• The status of the pandemic event 
• What mitigation measures are already in place 
• Isolation, treatment, and voluntary quarantine recommendations 
• Locations of Alternate Care Sites for self referral 
• Additional support 

 
A coordinated statewide messaging system intended to communicate updated public health 
information to the EMS community and the public will be available on the front page of the ADHS 
website. In addition, public health messaging will be communicated through local and state 
emergency communications via the local and state emergency operations centers, in addition to the 
other statewide interoperable emergency communications systems such as EMSystem.  
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A public health information line has been established and will be coordinated, scripted and 
activated by the Arizona Department of Health Services, if needed. The bi-lingual, 24/7 menu-
driven information line can be accessed throughout Arizona [Metropolitan Phoenix (602) 364-
4500 and statewide (800) 314-9243]. In addition, the Arizona Department of Health Services has 
the capabilities in-place to activate a public health emergency information call center 
[Metropolitan Phoenix (602) 364-0244 and statewide (866) 894-1594]. This center would be 
activated and utilized to serve as the State’s official “hotline” for Arizona citizen to call with 
question about pandemic influenza and to screen ill persons and their need to seek medical 
attention. Staff operating the call center will be trained by the Arizona Department of Health 
Services’ Bureau of Emergency Preparedness and Response exercise and training personnel. 
 
In a pandemic event, ADHS has the lead in public information functions. Since numerous other 
agencies will potentially work in support of the ADHS public information function, a Joint 
Information Center (JIC) may be established as required by the nature and scale of the event. The 
JIC will perform the following: 

• Provide guidance and procedures for disseminating Emergency Public Information (EPI) in 
support of the State’s response and recovery to an emergency/disaster. 

• Provide for the effective collection, monitoring, management and dissemination of accurate, 
useful and timely information to media outlets during emergencies/disasters. 

• Disseminate emergency instructions and protective actions to the public. 
• Maintain procedures to disseminate public information and instructions for obtaining disaster 

assistance. 
• Provide procedures to develop and disseminate public information regarding governmental 

response and recovery operations. 
• Coordinate EPI to avoid panic, fear and confusion resulting from rumors and hearsay. 
• Provide long-term public education efforts related to hazard awareness, family protection 

planning and emergency self-help. 
 
Arizona State, Counties and Tribes have developed their own distribution materials and have 
produced local messages for public broadcast. Examples of these messages and distribution 
materials can be provided upon request.  
 
5.2 Voluntary Isolation/Quarantine of Households 
 
The Arizona Revised Statute (ARS) §36-788 B(2) points out that during a Governor declared state 
of emergency or state or war emergency, the Department or local health authority may “Require 
isolation or quarantine of any person by the least restrictive means necessary to protect the public 
health.” In addition, “The department or local health authority shall use all reasonable means to 
prevent the transmission of disease among the isolated or quarantined persons.” During a declared 
state of emergency, ADHS will coordinate with ADEM and statewide volunteer agencies and 
organizations to provide services and resources to those isolated or quarantined at home or another 
location. Local health departments are encouraged to coordinate with local emergency 
management and community non-profit and volunteer agencies.  
 
The Arizona ESAR-VHP will be utilized to incorporate a wide range of health care volunteers, 
including EMTs and Paramedics, to support community mitigation strategies and response. EMTs 
and Paramedics are integrated into the ESAR-VHP planning process, operational plans, and 
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Interstate/Intrastate/Federal coordination strategies. In partnership with ADEM, the ESAR-VHP 
program ensures regular and ongoing communication with EMT/Paramedic volunteer health 
professionals and emergency preparedness entities and organizations. EMTs and Paramedics are 
incorporated within education and preparedness training, exercise and evaluation, and the 
interoperable communication systems of the ESAR-VHP.  
Additionally, local Community Assistance Programs (CAPs) are in place. For example, CAPs 
offered through the Phoenix Fire Department are available to the public and private sectors. The 
CAP provides 24/7 on-scene crisis intervention and/or victim assistance. Alternative Response 
(AR) vans and personnel utilized by the programs can perform welfare checks, provide support 
and referrals, and bring water and comfort items for individuals under isolation/quarantine. 
Additionally, Maricopa County recently implemented a home welfare check coordinator to 
perform similar support functions. 
 
Home isolation of patients may occur as hospital resources become scarce or it is in the best 
interest of the patient to be cared for at home. Arizona Revised Statutes (ARS) § 36-788(C) 
describes the role of the State and local health department for home isolation and/or quarantine:  

“The department, a County health department or a public health services district shall ensure, 
to the extent possible, that the premises in which a person is isolated or quarantined is 
maintained in a safe and hygienic manner and is designed to minimize the likelihood of further 
transmission of disease or other harm to a person subject to isolation or quarantine. Adequate 
food, clothing, medication and other necessities, competent medical care and means of 
communicating with those inside and outside these settings shall be made available.” 

 
6.0 Statewide Pre-Hospital Recommendations 
 
Coordinated statewide medical oversight and direction in Arizona is provided through EMS 
Medical Directors. The EMS Council’s Disaster Preparedness Committee assisted with the 
planning, mitigation, and response activities, as well as with the standards of care and treatment 
protocols contained in this document. Considerations for the routes of influenza transmission, 
pathogenesis, and the effectiveness of influenza control measures have been undertaken in 
developing guidance. 
 
Complications of the flu can include bacterial pneumonia, ear infections, sinus infections, 
dehydration, and worsening of chronic medical conditions, such as congestive heart failure, 
asthma, or diabetes. Adults and adolescents with HIV infection, especially persons with low CD4 
cell counts, are known to be at higher risk for viral and bacterial lower respiratory tract infections 
and for recurrent pneumonias. 
As we experienced with the recent Swine-origin Influenza A (H1N1) Virus (S-OIV) pandemic, 
guidance must be adjusted to meet the needs of the community. ADHS will implement the most 
current guidance available from the CDC as it becomes available. For the purposes of this plan, 
H1N1 recommendations are provided. For example, when a case definition for infection with a 
specific influenza strain, such as S-OIV, was first established, the following definitions were used: 

A confirmed case of S-OIV infection is defined as a person with an acute febrile respiratory 
illness with laboratory confirmed S-OIV infection at CDC by one or more of the following tests: 
real-time RT-PCR, and/or viral culture. 

A probable case of S-OIV infection is defined as a person with an acute febrile respiratory 
illness who is positive for influenza A, but negative for H1 and H3 by influenza RT-PCR  
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A suspected case of S-OIV infection is defined as a person with acute febrile respiratory illness 
with onset  

• within 7 days of close contact with a person who is a confirmed case of S-OIV infection, or  
• within 7 days of travel to community either within the United States or internationally 

where there are one or more confirmed cases of S-OIV infection, or  
• resides in a community where there are one or more confirmed cases of S-OIV infection.  

6.1 Infectious Period 
 
Persons with pandemic influenza virus infection should be considered potentially infectious from 
one day before to 7 days following illness onset. Persons who continue to be ill longer than 7 days 
after illness onset should be considered potentially contagious until symptoms have resolved. 
Children, especially younger children, might potentially be contagious for longer periods.  
 
Non-hospitalized ill persons who are a confirmed or suspected case of pandemic influenza virus 
infection are recommended to stay at home (voluntary isolation) for at least the first 7 days after 
checking with their health care provider about any special care they might need if they are 
pregnant or have a health condition such as diabetes, heart disease, asthma, or emphysema. CDC 
guidance on care of patients at home can be found at http://www.cdc.gov/swineflu/guidance_homecare.htm.  
 
Hospitals will be overwhelmed with patients during a pandemic and many sick people may have to 
be cared for at home or at an alternate care site. Alternate care sites will be commissioned in 
accordance with the ADHS ACS Plan and patients may be transported or self-referred to these 
sites when they become available. Otherwise, ill individuals may have to rely on old fashioned 
remedies such as rest and re-hydration .Consider the following: 

• Stay home from work or school, and rest  
• Drink plenty of non-caffeinated fluids  
• Use acetaminophen or ibuprofen to help with fever and body aches  
• Wash hands often to protect other people  
• Avoid getting close to other people, especially when coughing or sneezing  
• Cover mouth and nose when coughing or sneezing  

 
6.2 Recommendations for EMS and Medical First Responder Personnel Including 

Firefighter and Law Enforcement First Responders 
 
EMS providers' practice should be based on the most up-to-date pandemic influenza clinical 
recommendations and information from appropriate public health authorities and EMS medical 
direction.   
 
Patient assessment:  
If there HAS NOT been pandemic influenza reported in the geographic area, EMS providers 
should assess all patients as follows:  

• Step 1: EMS personnel should stay more than 6 feet away from patients and bystanders with 
symptoms and exercise appropriate routine respiratory droplet precautions while assessing all 
patients for suspected cases of pandemic influenza.  

• Step 2: Assess all patients for symptoms of acute febrile respiratory illness (fever plus one or 
more of the following: nasal congestion/ rhinorrhea, sore throat, or cough).  
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o If no acute febrile respiratory illness, proceed with normal EMS care.  
o If symptoms of acute febrile respiratory illness, then assess all patients for travel to 

a geographic area with confirmed cases of pandemic influenza within the last 7 
days or close contact with someone with travel to these areas.  

� If travel exposure, don appropriate PPE for suspected case of pandemic-
origin influenza.  

� If no travel exposure, place a standard surgical mask on the patient (if 
tolerated) and use appropriate PPE for cases of acute febrile respiratory 
illness without suspicion of pandemic influenza (as described in PPE 
section).  

If the CDC confirmed pandemic influenza in the geographic area: 
• Step 1: Address scene safety:  

o If PSAP advises potential for acute febrile respiratory illness symptoms on scene, 
EMS personnel should don PPE for suspected cases of pandemic influenza prior to 
entering scene.  

o If PSAP has not identified individuals with symptoms of acute febrile respiratory 
illness on scene, EMS personnel should stay more than 6 feet away from patient 
and bystanders with symptoms and exercise appropriate routine respiratory droplet 
precautions while assessing all patients for suspected cases of pandemic influenza.  

• Step 2: Assess all patients for symptoms of acute febrile respiratory illness (fever plus one or 
more of the following: nasal congestion/ rhinorrhea, sore throat, or cough).  

o If no symptoms of acute febrile respiratory illness, provide routine EMS care.  
o If symptoms of acute febrile respiratory illness, don appropriate PPE for suspected 

case of  pandemic influenza if not already on.  
 
Personal protective equipment (PPE): 

• When treating a patient with a suspected case of  pandemic influenza as defined above, the 
following PPE should be worn:  

o Fit-tested disposable N95 respirator and eye protection (e.g., goggles; eye shield), 
disposable non-sterile gloves, and gown, when coming into close contact with the 
patient.  

• When treating a patient that is not a suspected case of  pandemic influenza but who has 
symptoms of acute febrile respiratory illness, the following precautions should be taken:  

o Place a standard surgical mask on the patient, if tolerated. If not tolerated, EMS 
personnel may wear a standard surgical mask.  

o Use good respiratory hygiene – use non-sterile gloves for contact with patient, 
patient secretions, or surfaces that may have been contaminated. Follow hand 
hygiene including hand washing or cleansing with alcohol based hand disinfectant 
after contact.  

• Encourage good patient compartment vehicle airflow/ ventilation to reduce the concentration 
of aerosol accumulation when possible.  

 
Infection Control:  
EMS agencies should always practice basic infection control procedures including 
vehicle/equipment decontamination, hand hygiene, cough and respiratory hygiene, and proper use 
of FDA cleared or authorized medical personal protective equipment (PPE).  

• Pending clarification of transmission patterns for this virus, EMS personnel who are in close 
contact with patients with suspected or confirmed  pandemic influenza A (H1N1) cases 
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should wear a fit-tested disposable N95 respirator, disposable non-sterile gloves, eye 
protection (e.g., goggles; eye shields), and gown, when coming into close contact with the 
patient.  

• All EMS personnel engaged in aerosol generating activities (e.g. endotracheal intubation, 
nebulizer treatment, and resuscitation involving emergency intubation or cardiac pulmonary 
resuscitation) should wear a fit-tested disposable N95 respirator, disposable non-sterile 
gloves, eye protection (e.g., goggles; eye shields), and gown, unless EMS personnel are able 
to rule out acute febrile respiratory illness or travel to an endemic area in the patient being 
treated.  

• All patients with acute febrile respiratory illness should wear a surgical mask, if tolerated by 
the patient.  

 
6.3 Inter-Facility Transport  
 
EMS personnel involved in the inter-facility transfer of patients with suspected or confirmed 
pandemic influenza should use standard, droplet and contact precautions for all patient care 
activities. This should include wearing a fit-tested disposable N95 respirator, wearing disposable 
non-sterile gloves, eye protection (e.g., goggles, eyeshield), and gown, to prevent conjunctival 
exposure. If the transported patient can tolerate a facemask, such as a surgical mask, it can help 
minimize the spread of infectious droplets in the patient care compartment. Encourage good 
patient compartment vehicle airflow/ ventilation to reduce the concentration of aerosol 
accumulation when possible.  
 
6.4 Interim Guidance for Cleaning EMS Transport Vehicles After Transporting a Suspected 

or Confirmed Pandemic Influenza Patient 
 
The following are general guidelines for cleaning or maintaining EMS transport vehicles and 
equipment after transporting a suspected or confirmed pandemic influenza patient. This guidance 
may be modified or additional procedures may be recommended by the Centers for Disease 
Control and Prevention (CDC) as new information becomes available.  
  
Routine cleaning with soap or detergent and water to remove soil and organic matter, followed by 
the proper use of disinfectants, are the basic components of effective environmental management 
of influenza. Reducing the number of influenza virus particles on a surface through these steps can 
reduce the chances of hand transfer of virus. Influenza viruses are susceptible to inactivation by a 
number of chemical disinfectants readily available from consumer and commercial sources.  
  
After the patient has been removed and prior to cleaning, the air within the vehicle may be 
exhausted by opening the doors and windows of the vehicle while the ventilation system is 
running. This should be done outdoors and away from pedestrian traffic. Routine cleaning methods 
should be employed throughout the vehicle and on non-disposable equipment.  
For additional detailed guidance on ambulance decontamination EMS personnel may refer to 
"Interim Guidance for Cleaning Emergency Medical Service Transport Vehicles during an 
Influenza Pandemic" in Appendix 4 of this document. 
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6.5 EMS Transfer of Patient Care to a Healthcare Facility 
 
When transporting a patient with symptoms of acute febrile respiratory illness, EMS personnel 
should notify the receiving healthcare facility so that appropriate infection control precautions may 
be taken prior to patient arrival. Patients with acute febrile respiratory illness should wear a 
surgical mask, if tolerated. Small facemasks are available that can be worn by children, but it may 
be problematic for children to wear them correctly and consistently. Moreover, no facemasks (or 
respirators) have been cleared by the FDA specifically for use by children.  
 
Patients with severe pandemic influenza or disease complications are likely to require emergency 
transport to the hospital. The following information is designed to protect EMS personnel during 
transport: 

• Screen patients requiring emergency transport for symptoms of influenza (see Appendix 3, 
Figure 6).  

• Follow standard and droplet precautions when transporting symptomatic patients.  
o Any responder knowing they will have immediate patient contact shall wear protective 

gloves and other personal protective equipment as needed, including N-95 or surgical 
masks. Prior to putting on the body fluid protective gloves, the responder should wash 
his/her hands with soap and water or an antiseptic cleanser for at least ten (10) seconds.  

o Anyone who may have the potential of coming in contact with blood or other body 
fluids, tissue or any articles potentially contaminated by a sick or injured person should 
wear appropriate body substance isolation gear.  

o All emergency workers should wear heavy gloves over the protective gloves when the 
possibility exists of injury from sharp objects, i.e. motor vehicle accident, farm 
machinery extrication, etc.  

o In a multi-trauma situation, caring for more than one patient exists with the possibility 
to transmit an infectious disease to other patients. The caregiver will either put on 
several layers of gloves or carry extra gloves in order to change them between patients. 
The disposal of gloves will be according to policy for discarding contaminated clothing 
and equipment.  

o When the responder is performing assisted breathing, using a pocket mask, a 
resuscitation bag, or other ventilation device, a one-way valve is required. Those in 
danger of exposure to spurting blood, splashing body fluids, or from individuals with 
known respiratory infection should wear full body substance isolation gear. Consider 
routine use of N-95, surgical, or procedure masks for all patient transport when 
pandemic influenza is in the community.  

• If possible, place a procedure or surgical mask on the patient to contain droplets expelled 
during coughing. If this is not possible (i.e., would further compromise respiratory status, 
difficult for the patient to wear), have the patient cover the mouth/nose with tissue when 
coughing, or use the most practical alternative to contain respiratory secretions.  

• Oxygen delivery with a non-rebreather face mask can be used to provide oxygen support 
during transport. If needed, positive-pressure ventilation should be performed using a 
resuscitation bag-valve mask.  

• Unless medically necessary to support life, aerosol-generating procedures (e.g., mechanical 
ventilation) should be avoided during pre-hospital care.  

• Optimize the vehicle’s ventilation to increase the volume of air exchange during transport. 
When possible, use vehicles that have separate driver and patient compartments that can 
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provide separate ventilation to each area.  
• Notify the receiving facility that a patient with possible pandemic influenza is being 

transported.  
• Follow standard operating procedures for routine cleaning of the emergency vehicle and 

reusable patient care equipment. 
 
As the scope of the pandemic escalates locally, separate triage areas for persons presenting with 
symptoms of respiratory infection have been suggested. Because not every patient presenting with 
symptoms will have pandemic influenza, infection control measures will be important in 
preventing further spread. During the peak of a pandemic, emergency departments and outpatient 
offices may be overwhelmed with patients seeking care.  
 
Pre-hospital triage should be conducted in order to: 

• Identify persons who might have pandemic influenza, 
• Separate them from others to reduce the risk of disease transmission, and 
• Identify the type of care they require (i.e., home care, alternate care site, or hospitalization). 

 
High priority patients for hospital admission must either be unstable (difficulty breathing, unable 
to care for themselves, elderly, immune suppressed, seizing, unconscious, etc.), or a patient with 
high-risk conditions (as described in Appendix 1 of Supplement 5 of the ADHS Influenza 
Pandemic Response Plan). These individuals might also warrant special attention, such as 
observation or close follow-up, even if disease is mild.  
 
6.6 Treat and Release Patients without Transport  
 
It is expected that the healthcare system will be overwhelmed during an influenza pandemic, 
making it necessary for EMS providers to treat and release patients without transporting them to a 
healthcare facility. Current triage, treatment and transport guidelines allow for field treatment and 
release, usually with on-line approval by medical direction. Prospective plans for altered standards 
of care during a pandemic influenza event will likely liberalize this initiative based upon input 
from EMS Medical Directors.  
 
To date, most human cases of new influenza A (H1N1) virus infection have had uncomplicated 
illness of limited duration; therefore, hospitalization or antiviral therapy is not likely to be required 
for most patients. Supportive care such as antipyretics (paracetamol or acetaminophen) for fever or 
pain and fluid rehydration can be provided as needed. Salicylates (such as aspirin and aspirin-
containing products) should not be used in children and young adults (aged <18 years) due to the 
risk of Reye’s syndrome. 
 
The specific risk factors that predict increased risk of progressive disease are incompletely 
understood. If patients are presenting signs of deterioration, such as difficulty in breathing, chest 
pain, coughing up colored sputum, altered level of consciousness or confusion, seizures, such 
patients should be transported to a healthcare facility. Pre-hospital providers should also take into 
account any underlying comorbidities (such as immune-compromising conditions, pre-existing 
chronic lung or cardiovascular disease, diabetes, etc.) when assessing the need to transport. 
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Pregnant women are known to be at increased risk of complications from seasonal, avian H5N1 
and previous pandemic influenza infection. Several hospitalizations including fatal outcomes have 
been reported in pregnant women infected with the new H1N1 virus. 
Consequently, pregnant women with suspected or confirmed new influenza A (H1N1) infections 
warrant closer observation and, if in accordance with national policies, treatment with antivirals. 
 
At presentation or triage of suspected influenza patients, oxygen saturation should be monitored by 
pulse oximetry whenever possible. Supplemental oxygen should be provided to correct 
hypoxemia. The WHO recommendations for pneumonia advise oxygen therapy to maintain 
oxygen saturations above 90%; however, this threshold may be increased to 92–95% in some 
clinical situations, for example during pregnancy. Populations at altitude will require different 
thresholds for diagnosing hypoxemia but will also have increased susceptibility to severe 
hypoxemia in the presence of pneumonia or ARDS. 
 
Patients with severe hypoxemia need high flow oxygen (e.g. 10 liters per minute) delivered by face 
mask. Some patients who experience difficulties with compliance (such as children) may require 
the close involvement of nursing staff or family members. Where piped oxygen is not available, a 
supply of large cylinders will be needed. If medical oxygen is not available, industrial oxygen can 
be used. Oxygen treatment of newborn infants should follow current guidelines5. 
 
6.7 Post-Mortem Care 
 
Post –mortem care is an essential component of state, community and healthcare facility planning. 
The Arizona State Emergency Response and Recovery Plan (SERRP), maintained by ADEM, 
includes a Mass Fatality appendix. An ADHS Pandemic Influenza Mass Fatality Plan with annexes 
is also available on the ADHS web site and on SIREN. 
 
Although not usually part of EMS responsibilities, planning for fatalities is necessary during an 
influenza pandemic or other public health emergency. Temporary morgues and additional 
temporary cold storage facilities may be required during a pandemic for the storage of deceased 
persons prior to their transfer to funeral homes or the Medical Examiner’s (ME) temporary 
morgue. Temporary holding morgues require temperature and biohazard control, adequate water, 
lighting, and will be in communication with the County Emergency Operations Center. 
Specifications for temporary morgues are outlined in the SERRP Mass Fatality appendix. Each 
county will make pre-arrangements for temporary holding morgues based on local availability and 
requirements.  
 
It is generally thought that there is no health risk or risk of contagion from being near human 
remains or for workers who are not directly involved in recovery efforts. In the event of a natural 
pandemic resulting in mass casualties, the risk is greater from live victims rather than the dead 
because the microorganisms responsible for these diseases have limited ability to survive in a body 
that is cooling after death. However, basic infection control for EMS staff that may have to handle 
human remains is important. Standard precautionary measures are essential and should be taken to 
reduce the risk of infection associated with handling dead bodies: 

• Avoid exposure to potential pathogens and via wounds/punctures or mucus membranes.  
• Follow universal precautions for blood and body and enteric fluids. 
• Other PPE such as eyewear, gowns, and masks, may be required where large quantities or 

splashes of blood are anticipated. 
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• Appropriately dispose of used protective equipment such as gloves or other garments. 
• Avoid cross-contamination. Personal items should not be handled while wearing soiled 

gloves. 
• Hand washing is essential. Wash hands well and often. 
• Vehicles used for human remains transportation should be washed carefully and 

decontaminated/disinfected if appropriate. 
• Human remains pouches will further reduce the risk of infection and are useful for the 

transport of decedents that have been badly damaged.  
 
Transport of deceased persons does not require any additional precautions when bodies have been 
secured in a transport bag. Hand hygiene and vehicle disinfection should be performed after 
completing transport. Standard precautions should be used when handling deceased individuals, 
and preparing bodies for autopsy or transfer to mortuary services. Appropriate use of personal 
protective equipment (PPE) (e.g., gowns, gloves, masks, and/or eye protection) is recommended. 
After PPE is removed, hand hygiene should be performed.  
 
6.8 Modification and Rapid Distribution of Pre-hospital Clinical Standards and 

Triage/Treatment Protocols  
 
The rapid development, adoption, or modification of pre-hospital clinical standards and 
triage/treatment protocols will occur as specific information regarding the pandemic and the 
emerging virus is released. During a declared state of emergency, Medical Directors and EMS 
providers are recommended to use the US DHHS Agency for Healthcare Research and Quality’s 
(AHRQ) Altered Standards of Care in Mass Casualty Events: Bioterrorism & Other Public Health 
Emergencies as guidance. EMS Medical Directors may modify these protocols at their discretion 
and as resources dictate (see http://www.ahrq.gov/research/altstand/altstand2.htm#Changes) until  
BEMSTS revises the statewide triage, treatment and transport guidelines. These will serve as a 
resource for EMS Medical Directors, base hospitals and EMS regions. These guidelines are not 
established in rule and are amenable to revision or alterations as the most up-to-date treatment 
protocols become available through Federal and State resources. 
 
EMS Medical Directors will take the lead role in determining what areas for potential protocol 
modification related to dispatch, triage, and treatment concerns are necessary based on Federal 
guidance as it becomes accessible. Considerations include: 

• Who receives emergency care or transport. 
• Referral points for patients who need information but do not need emergency care or 

transport. 
• Guidance to individuals to stay home rather that transport to a healthcare facility. 
• Coordination with receiving facilities to manage the numbers of potential patients during an 

evolving pandemic. 
• Coordination with alternate care sites. 

 
BEMSTS will utilize a number of communication platforms designed to reach the pre-hospital and 
hospital community, including information on how and where providers can access up-to-date 
information including modified triage, treatment and transport protocols targeted to an actual 
pandemic event. Rapid notification to the EMS community of new or modified protocols will be 
sent directly from the ADHS BEMSTS Bureau Chief and/or the Ambulance Services/Base 
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Hospitals Section Chief (see Figures 1 and 2 in Section 1.1 of this plan). Communication platforms 
will be memorandums sent via email and notifications will be posted on the Bureau’s website.  
 
7.0 Legal Authorities 
 
Certain realities of the actual influenza strain, including severity, transmission, morbidity, and 
mortality will impact the decision process of the Governor’s office and other state emergency 
response agencies when determining what emergency efforts must be undertaken to support the 
mitigation of and response to a pandemic influenza public health emergency while assuring that 
appropriate education, medical oversight, and quality assurance remain in effect. For that reason, 
the general regulatory and licensure requirements for hospitals and EMS providers may be 
suspended or relaxed during a pandemic event if an emergency is declared by the Governor. 
Nothing in this plan alters or impedes the ability of the Federal government, State agencies, local 
or tribal departments and agencies to carry out their specific authorities or to perform their 
responsibilities under all applicable laws, Executive Orders, and/or directives.  
 
During a Governor’s Declared State of Emergency, an Administrative Order temporarily 
suspending or relaxing specific statutes and rules will be drafted by the staff of the Office of 
Administrative Counsel and Rules on behalf of the ADHS Director. All ADHS Administrative 
Orders are cleared through the ADHS Administrative Counsel, and the Governor if required, prior 
to being issued to the responding agencies or providers. Examples of what statute or rule 
relaxations that could be implemented include:  

• Expedited review and approval of new treatment modalities and procedures to provide 
sufficient flexibility for EMS Medical Directors and EMS providers. This will allow EMS 
providers to perform procedures and to administer medications to match the exigencies of the 
situation while still protecting public safety through appropriate education, medical oversight 
and quality assurance. 

• The EMS statewide communication systems to broadcast the authorization the use of new 
procedures and medications by EMS providers in coordination with public health officials. 

• Mechanisms for temporary licensure of EMS providers from other jurisdictions or those who 
may be retired or inactive providing there are sufficient safeguards to protect public health 
and safety. 

• Pre-event coordination between those administering the EMS licensing laws and those 
administering laws that may waive certain health occupation licensing provisions in 
emergency situations. 

• Deviation from scope of practice may include administration of vaccines and antivirals, new 
medications, declaration of death, etc. and EMT scope of practice revisions.  

• Transportation requirements for medical support personnel and ill or exposed persons. 
• Isolation and quarantine (voluntary and mandatory) recommendations. 
• Hospital and alternate care sites licensure requirements.  
 

7.1 EMS Provider Liability 
 
Under current Arizona legislation, the state, its departments, agencies, boards, commissions and 
other political subdivisions that supervise or control emergency workers is responsible for 
providing for liability coverage and legal defense of an emergency worker who is acting within the 
course and scope of assigned duties and is engaged in an authorized activity except for actions of 
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willful misconduct, gross negligence or bad faith. This grants emergency workers the same 
workers' compensation benefits and immunity from liability that apply to law enforcement officers 
and local and state employees who respond to an emergency and strengthens some of the 
protections that are already offered by the Good Samaritan Law. Regarding EMS provider 
liability, A.R.S. §26-314 states that: 
 

“A. This state and its departments, agencies, boards, commissions and all other political 
subdivisions are not liable for any claim based upon the exercise or performance, or the 
failure to exercise or perform, a discretionary function or duty by any emergency 
worker, excepting willful misconduct, gross negligence or bad faith of any such 
emergency worker, in engaging in emergency management activities or performing 
emergency functions pursuant to this chapter or title 36, chapter 6, article 9. 
 
B. The immunities from liability, exemptions from laws, ordinances and rules, all 
pensions, relief, disability workers' compensation and other benefits that apply to the 
activity of officers, agents, employees or emergency workers of this state or of any 
political subdivision when performing their respective functions within this state or the 
territorial limits of their respective political subdivisions apply to them to the same 
degree and extent while engaged in the performance of any of their functions and duties 
extraterritorially under this chapter or title 36, chapter 6, article 9, excepting willful 
misconduct, gross negligence or bad faith. 
 
C. Emergency workers engaging in emergency management activities or emergency 
functions under this chapter or title 36, chapter 6, article 9, in carrying out, complying 
with or attempting to comply with any order or rule issued under this chapter, title 36, 
chapter 6, article 9 or any local ordinance, or performing any of their authorized 
functions or duties or training for the performance of their authorized functions or 
duties, shall have the same degree of responsibility for their actions, and enjoy the same 
immunities and disability workers' compensation benefits as officers, agents and 
employees of the state and its political subdivisions performing similar work. This state 
and its departments, agencies, boards and commissions and all other political 
subdivisions that supervise or control emergency workers engaging in emergency 
management activities or emergency functions under this chapter or title 36, chapter 6, 
article 9 are responsible for providing for liability coverage, including legal defense, of 
an emergency worker if necessary. Coverage is provided if the emergency worker is 
acting within the course and scope of assigned duties and is engaged in an authorized 
activity, except for actions of willful misconduct, gross negligence or bad faith.  
 
D. No other state or its officers, agents, emergency workers or employees rendering aid 
in this state pursuant to any interstate mutual aid arrangement, agreement or compact 
are liable on account of any act or omission in good faith on the part of such state or its 
officers, agents, emergency workers or employees while so engaged, or on account of 
the maintenance or use of any equipment or supplies in connection with an 
emergency.” 

 
An "emergency worker" in the state of Arizona is defined in A.R.S. §26-301 as “any person who is 
registered, whether temporary or permanent, paid or volunteer, with a local or state emergency 
management organization and certified by the local or state emergency management organization 
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for the purpose of engaging in authorized emergency management activities or performing 
emergency functions, or who is an officer, agent or employee of this state or a political subdivision 
of this state and who is called on to perform or support emergency management activities or 
perform emergency functions.” 
 
In the state of Arizona, registration and certification to for citizens to become an emergency 
worker can occur through several mechanisms. For example, ADEM recommends that all citizens 
desiring to volunteer during emergencies and disasters register and affiliate with an established 
volunteer organization, such as ESAR-VHP or the Community Emergency Response Team 
(CERT). CERT is a collective of citizen-responders using their training as part of a neighborhood 
or workplace team to help others when emergency services providers are overwhelmed or not 
immediately available. CERT members provide immediate assistance to victims in their area, 
organize other volunteers who have not had training, and collect disaster information that will 
assist emergency workers with prioritization and allocation of resources when they arrive. 
 
7.2 Procedures for EMS Providers to Deviate Legally from Established Treatment Protocols  
 
A.R.S. § 36-136(G) gives the Director of ADHS the statutory authority to execute Administrative 
Orders as a means for EMS providers to legally deviate from their established treatment 
procedures during public health emergencies involving communicable or infectious diseases or 
conditions. A.R.S. 36-787 gives the Director of ADHS the authority to waive licensure 
requirements for health care institutions.  
 
The EMS community will be notified of suspensions or relaxations of statutes or regulations and 
their impacts pertaining to the specific pandemic event directly from the ADHS BEMSTS Bureau 
Chief and/or the Ambulance Services/Base Hospitals Section Chief. Communication platforms 
will be memorandums sent via email and notifications posted on the Bureau’s website. The 
distribution list includes all public and private air and ground ambulance, fire, first responder, and 
EMS providers, as well as local county health departments and emergency departments, including: 
Certificate of Necessity (CON) holders, Administrative Medical Directors, The AZ Ambulance 
Association, The AZ Fire Chief’s Association, The AZ Fire District Association, and The AZ 
Hospital Association. 
 
The decision to authorize deviations from the legally established treatment protocols will be 
dependent on the severity or category of the pandemic. Suggestions are outlined in Appendix 3, 
Figure 3: Sample Pandemic Influenza EMS Operating Protocol.  
 
7.3 Mechanisms to Ensure Freedom of Movement of EMS Assets  
 
It is anticipated that there may be travel restrictions imposed as a result of a declared pandemic 
influenza emergency. If isolation and quarantine measures are instituted, the transportation of 
patients either to or from health care facilities may be impacted. To ensure that EMS personnel and 
resources are able to move freely to perform essential functions, advance coordination with the 
SEOC (including law enforcement, emergency management, and public health officials) will be 
established. The governor, in consultation with the Director of ADHS has the statutory authority to 
issue orders that provide for transportation of medical support personnel and ill or exposed 
persons.  
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8.0 State Contact Information 
 
Terry Mullins, Bureau Chief 
EMS & Trauma System Public Health Services 
Arizona Department of Health Services 
150 N. 18th Ave., Suite 540 
Phoenix, AZ 85007-3228 
(602) 364-3149 
mullint@azdhs.gov 

Teresa Ehnert, Bureau Chief  
Public Health Emergency Preparedness 
Arizona Department of Health Services 
150 N. 18th Ave. Suite 150 
Phoenix, AZ 85007 
(602) 364-3571 
ehnertt@azdhs.gov 

 
9.0 Cross-Reference Guidance Documents 
 

1. State of Arizona: 
• Alternate Care Site Plan for Pandemic Influenza 
• Arizona Administrative Codes 
• Arizona Pandemic Influenza Operational Plan 
• Arizona Revised Statutes 
• Arizona State 9-1-1 Public Safety Answering Points Plan for Pandemic Influenza 
• Community Containment Plan for Pandemic Influenza 
• Emergency Response and Recovery Plan 
• Fire Service Mutual Aid System Local Dispatch and Activation Guidelines 
• Health Emergency Operation Center Standard Operating Procedures 
• Influenza Pandemic Response Plan 
• Mass Vaccination Clinic Plan 
• Pandemic Influenza Mass Fatality Plan 
• Pandemic Influenza Risk Communications Plan 
• Statewide Communications Interoperability Plan 
 

2. World Health Organization Influenza A (H1N1) Guidance Documents 
(http://www.who.int/csr/resources/publications/swineflu/en/index.html) 

 
3. US Department of Health and Human Services 

• Altered Standards of Care in Mass Casualty Events: Bioterrorism and Other Public 
Health Emergencies (Agency for Healthcare Research and Quality – AHRQ) 

• Centers for Disease Control H1N1 Flu Clinical and Public Health Guidance 
Documents (http://www.cdc.gov/h1n1flu/guidance/) 

• Guidance on Allocating and Targeting Pandemic Influenza Vaccine (Department of 
Homeland Security) 

• Pandemic Influenza Response Plan and Appendices 
 

4. US Department of Transportation 
• EMS Pandemic Influenza Guidelines for Statewide Adoption 
• Preparing for Pandemic Influenza: Recommendations for Protocol Development for 

9-1-1 Personnel and Public Safety Answering Points (PSAPs) 


